CASE REPORTS

based on angiographic findings in two children.®?
Fetterman and Hashida® agreed with Tanaka’ that
a clinical resemblance often exists between 1PN
and MLNS.

In response to careful inquiry, the parents of
the infant in the case reported here stated that
they knew of no relatives, neighbors or other per-
sons with whom the family has come into contact
who had traveled to Japan or Hawaii.

Summary

An infant seen in the San Francisco Bay Area
with signs and symptoms suggesting measles was
found to have mucocutaneous lymph node syn-
drome (MLNs) with an additional feature, focal
encephalopathy. Therapy with antibiotics, adreno-
cortical steroids and antihistamine was used. Im-
provement in the condition of the patient occurred
during two and a half weeks in hospital. Anti-

convulsant therapy is being continued. Seven
months after the onset of the illness no sequelae

are evident.
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Pointers in Antianxiety Pharmacotherapy

A cause for concern is if the condition of a patient is temporarily stabilized on
a specific dosage of medication, but he then begins to request an increased dos-
age. This means to me either worsening of life stresses, deterioration of psycho-
logical coping mechanisms (perhaps indicative of a more serious mental dis-
order), or the developing of abuse and addiction. Sometimes the patient will
complain that no tranquilizer he has tried is satisfactory, in any dosage, but may
keep demanding a different drug and higher doses. This is also indicative of a
serious problem. Keep careful records of all prescriptions written, with notations
indicating when the patient should be running out of pills . . . be suspicious if
a patient tells you he has run out of medication sooner than your records indi-
cate he should, or if he tells you that he has lost his prescription or lost his pills—
particularly if this happens more than once. If it does happen more than once,
I am certain he is taking more than what has been prescribed. The patient should
be confronted with this problem and be advised to seek professional mental
health intervention. Another problem which arises not infrequently is a patient
getting tranquilizer prescriptions from more than one physician. Sometimes this
is because the patient shops around and keeps it a secret. But other times this
is the result of insufficient communication between the family physician and the
psychiatrist or mental health agency to which the patient is referred. The patient
may openly continue to see the referring physician who continues to prescribs
tranquilizers or sleeping pills while the psychiatrist continues to do the same,
neither taking the effort to check what the other is doing with the patient. This
problem arises in two ways: The referring physician does not call or write the
psychiatrist explaining the reason for referral, but instead just sends the patient
to present the problem himself; or the psychiatrist does not recontact the re-
ferring physician to work out a joint treatment plan. :
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